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1533–3167/00A Case Report of an Extra Anatomical Cartico-iliac Bypass
J. Lindner,* J. Sˇimo and T. GrusDepartment of Cardiovascular Surgery, 1st Medical Faculty of Charles University,
General University Hospital, Prague, Czech RepublicWe describe an extra-anatomical bypass from the right common carotid artery to a patent ilio-femoral crossover bypass in a
high risk patient with an occluded aorta, bilateral subclavian artery disease, and a critical ischaemic left leg. An occluded
right internal carotid artery allowed us to use the right common carotid artery as a donor vessel for carotico-iliac bypass
without risking steal syndrome.Keywords: Extra-anatomical reconstruction; Vascular surgery; Case report; Caroticoiliac bypass.Introduction
Controversy still exists about extra-anatomical recon-
structions since their first introduction 50 years ago.1–5
Extra-anatomical reconstructions are used for the
treatment of infected grafts or aneurysms or in high-
risk patients.5,6 We report a non-traditional extra-
anatomical bypass reconstruction as the solution for
critical ischemia of the lower limb in a high risk
patient.Case Report
A 64-year-old female patient, with history of ischemic
heart disease, hypertension, hyperuricemia, embolus
to the left central retinal artery, left inguinal hernia
repair had a left aortofemoral bypass in 1980. She
subsequently had a left to right ilio-femoral crossover
bypass for right leg ischemia.
In 1993 she had a right hemispheric stroke whiching author. Dr Jaroslav Lindner, MD, PhD, Head of the
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she was able to walk with a stick.
In April 1996 she presented with rest pain and
tissue loss of her left leg and no femoral pulses on both
sides. Intravenous DSA angiography showed an
occluded infra renal aorta (Fig. 1), a patent crossover
bypass and an occluded aortofemoral bypass (Fig. 2).
The angiogram also showed occlusion of the right
subclavian artery, a stenosis of the left subclavian
artery, and an occlusion of the right internal carotid
artery. We verified this by MRI.
The operative risk of high femoral amputation was
considered high, with no hope for successful rehabi-
litation. The occlusion of right internal carotid artery
made a steal syndrome unlikely. We therefore, elected
to do an extra-anatomical prosthetic bypass from the
right common carotid artery to the patent crossover
iliofemoral bypass in this obese female patient with
renal failure, ischemic heart disease with left-ventri-
cular failure and a critical ischaemic left leg (Fig. 2).
A supraclavicular incision, similar to one used for
carotid-subclavian bypass, was used for access to the
common carotid artery. The bypass graft was posi-
tioned dorsally to the right jugular vein. The proximal
anastomosis was an end-to-side of an 8 mm ringed
Goretexw graft to the right common carotid artery. The
iliofemoral crossover bypass was approached throughEJVES Extra 9, 16–18 (2005)
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Fig. 1. Occluded infrarenal aorta.
Fig. 3. Branches of aortic arch.
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and the distal end of Goretexw graft was sutured to the
older, but still patent crossover bypass. Surgical
incisions of the patient healed well as did the defect
in the left leg.
An intravenous DSA 1 year later showed a patent
bypass graft (Fig. 3) with contrast outflow into the
femoral arteries of both legs (Fig. 4).
The bypass was still patent after 3 years follow up.Fig. 2. Patent ilicofemoral cross over bypass.The patient had no claudication but had a limited
mobility due to her stroke in 1993.Discussion
We believe that extra-anatomical bypass procedures
will gain a wider application with improvement of
uncompressible vascular grafts in combination with
improvements in local and regional anaesthesia.6 We
report a non-traditional solution for a high-risk patient
with good immediate result and patency of the bypass
3 years later. The occluded right internal carotid artery
in this patient allowed us to use the right commonFig. 4. Patent caroticoiliac extra-anatomical bypass one year
after surgery.
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without risking steal syndrome.References
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